The last I2 years have shown revolutionary advances in the treatment of both gonorrhoea and syphilis, and new diagnostic tools have been evolved to help in cases of suspected syphilis. As a result syphilis, at any rate, has been brought under control. No such advances, however, can be reported in the management of non-gonococcal urethritis in which condition-a disease of malesserious gaps in our knowledge remain unfilled. Incidence
Figures of the numbers of new cases of nongonococcal urethritis treated in the clinics of England and Wales have been published only since I951 in which year there were I0,794 cases as compared with II,84I male cases of gonorrhoea; in I953 there were i3,157 cases of urethritis and I5,242 male cases of gonorrhoea (Ministry of Health, I953) . Much of what has from time to time been considered as penicillin-restraint gonorrhoea has proved to be non-gonococcal urethritis (Hughes and Carpenter, 1948; Parkhurst et 
al., I947)-Aetiology
Although whole books have been written on the subject (e.g. Harkness, I950) the aetiology of the bulk of cases of non-gonococcal urethritis remains as obscure as ever. There are many possible causes which, excluding physiological discharges as prostatorrhoea and.spermatorrhoea, fall into four main groups. It is obviously impossible to undertake excluding examinations for all of these causes on all cases. In, practice urethral stricture is an important cause and a bougie should be passed to exclude it in all cases in which there is a previous history of urethral discharge, although this may be delayed until after treatment has been given.
A possible bladder cause should be considered whenever the haziness of the urine appears to be excessive when related to the severity of the discharge. In the average case of ' idiopathic' non-gonococcal urethritis the urine is usually reasonably clear even when the discharge is comparatively profuse. An examination for schisto-WILLCOX: Management of Non-Gonococcal Urethritis somiasis should be made in all countries in which it is endemic.
For the remainder X-ray examination by urography, examinations of and 24-hour specimens of urine to exclude tuberculosis, etc., may be reserved for chronic or frequently relapsing cases which treatment fails to clear.
Primary non-gonococcal urethritis
The possible causes of primary non-gonococcal urethritis are: (a) bacteria; (b) protozoa (trichomonads, amoebae); (c) metazoa (flies, fish, fluke and fungi); (d) spirochaetes; (e) pleuro-pneumonialike organisms; (f) virus and (g) idiopathic.
(a) Bacteria. Bacterial urethritis may follow anal or buccal coitus and is said to have a short incubation period of four to eight days. The organisms most frequently cultured from the urethra in non-gonococcal urethritis are Staph. albus, diphtheroids, coliforms, and occasionally streptococci, enterococci, Staph. aureus, B. proteus and monilia. The same pattern of urethral flora does not materially alter with treatment and similar findings are found in controls (Willcox, 1954) . While not denying that a bacterial urethritis may occur it is believed to be a comparatively uncommon variety of nongonococcal urethritis.
(b) Protozoa. Urethritis due to E. histolytica may occasionally complicate amoebic dysentery.
The common protozoa found is trichomonas vaginalis which, with few extreme exceptions, is generally reported in I2 to IS per cent. of cases of non-gonococcal urethritis (Durel et al., 1954) .
It is obvious that attempts should have been made to link this common perplexing disease of non-goinococcal urethritis of males with the perhaps more common infestation of T. vaginalis in females. On the positive side T. vaginalis may sometimes be found under the prepuce of males suffering from balanitis. They have been reported in the prostatic secretion of the male consorts of patients with trichomonatous vaginitis, and a urethritis can be induced in the male by the urethral inoculation of a culture of T. vaginalis, it being possible to recover the parasite from the transmitted discharge (Lanceley and McEntegart, '953 (g) Idiopathic. The bulk of cases of nongonococcal urethritis seen in the clinic fall under this heading. The responsible 'virus' remains to be discovered. The disease has an incubation period of four to 2i days but may be as long as six weeks. The discharge is thinner and more scanty than gonorrhoea and is usually mucopurulent. Sometimes it is watery and, not infrequently, it is noted only first thing in the mornings or when the bladder has not been emptied for long periods.
A more or less slightly hazy urine in the first glass is'found in most cases, but even when the discharge is profuse the haze is often less obvious than expected. Fine threads in the first glass are nearly a constant feature. There is also usually a mild dysuria.
In the subacute or Waelsch type of urethritis superficial wedge-shaped excrescences may be observed under air urethroscopy. Later greyish nodules varying from the size of a pin's head to a sago grain may give the urethra a cobblestone appearance. ' Urethroscopic stricture' may be noted when the urethra is distended with air. In many cases the urethra looks normal apart from some congestion. Follow-up Treated cases of non-gonococcal urethritis should be followed up in the same way as gonorrhoea cases. Clinical examinations should take place at one week, two weeks and one month from treatment. Prostatic smears, and serum tests to exclude concomitant syphilis, may then be taken once a month for three months.
Contacts
It is desirable to examine the consort if possible, treating trichomoniasis or other abnormality if necessary. For social reasons this precaution is sometimes omitted, but should b,e insisted upon in the case of recurrence. Many persons treat the female (even if clinically normal) with a course of one of the tetracycline antibiotics. It certainly seems logical to do so in relapsing cases.
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